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Medical management includes care of the para-
lyzed orbit (half-moon-shaped paper tape fixed to
the upper eyelid to stiffen and partially close the
eye, used with glasses to prevent drying and fre-
quent application of artificial tears), physiother-
apy, and management of inflammatory and meta-
bolic diseases including Bell palsy.

Counseling a patient with a paralyzed face is
vital. A patient with facial palsy should be in-
formed of the diagnosis, the type of lesion, etio-
logic factors and the significance of the results
of the diagnostic tests. The patient also should be
instructed carefully about management, expected
timing of recovery, and the recommended se-
quence of medical and surgical procedures—in-
cluding alternatives to them.

A patient with paralysis and distortion of a
portion of his face must live with a severe social
and functional handicap. The influence of gravity
combined with the unopposed antagonistic pull
of the opposite mimetic musculature of the face
creates an extremely harsh bearing. Topographic
testing to locate the site of the lesion of a para-
lyzed face is now well established. Modern micro-
surgical techniques used with dynamic and static
procedures are highly successful for partial cor-
rection of paralyzed faces.

MANSFIELD F. W. SMITH, MD
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Craniofacial Surgical Operation For
Head and Neck Neoplasms

LARGE TUMORS of the head and neck generally are
considered to be unresectable if they have become
fixed to the base of the skull. For certain portions
of this region this is very true; for example, ex-
cisions of the clivus must be limited to small peek
holes because of the proximity of the pons and the
certainty of sudden death if a major portion of
this part of the sphenoid is removed. Thanks to
the pioneering work of Lewis, Klopp, Smith and
Ketchum, lesions of the head and neck that are
fixed to the floors of the anterior and middle
cranial fossae have become amenable to resection
with a respectable chance of tumor ablation.

The ethmoidal and frontal sinuses and the
nasal roof border on the anterior fossa. Spread
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occurs by extension through the posterior wall of
the frontal sinus, or superiorly through the fovea
ethmoidalis or the cribriform plate. The infra-
temporal fossa, the pterygomaxillary space, the
sphenoid sinus and the temporal bone are adja-
cent to the floor of the middle fossa. Lesions of the
nasopharynx, maxillary sinuses and nasal cavities
may spread directly to these areas and thereby
gain access to this part of the cranial cavity.

The most common benign lesion that may ex-
tend into the cranial cavity in this fashion is the
juvenile nasopharyngeal angiofibroma. Its usual
mode of intracranial extension is via the infra-
temporal fossa, through the greater wing of the
sphenoid into the middle fossa. It may exert pres-
sure on the orbital apex causing proptosis. Trans-
facial excision of such a lesion carries high mor-
tality because of the difficulty in controlling
extradural hemorrhage from the tumor vessels
supplied by the internal carotid system. This sup-
ply is confirmed by angiography.

Carcinoma of the paranasal sinuses spreading
to the cranial cavity by erosion through the floor
of the anterior cranial fossa may fix to dura or
invade the frontal lobes. Tomography in the Cald-
well position usually shows the site and extent of
this bone erosion. Tumors of the ear, such as
glomus jugulare tumor and squamous and basal
cell carcinoma, have been successfully treated
using a combined approach since the early work
of Campbell. Temporal bone polytomography and
computerized axial tomography have greatly im-
proved the assessment of extension of these tu-
mors.

Craniofacial operations require the close co-
operation of a neurosurgeon and otolaryngologist.
Tumors that involve the anterior fossa and anterior
reaches of the middle fossa are reached through
a frontal and anterolateral craniotomy, respec-
tively. A coronal or anterolateral scalp incision is
made and a sterile towel covered with an anti-
biotic-soaked sponge is sutured to the base of the
flap. This isolates the intracranial from the trans-
facial part of the operation. After a cranial bone
flap has been removed the tumor is exposed from
above and any involvement of dura or brain is
excised. The dura is repaired with a fascia graft.
The transfacial portion is dissected free and then
with the neurosurgeon working from above, the
tumor is delivered through the facial incision. The
cavity is skin grafted and any cerebrospinal fluid
that was removed earlier in the procedure is in-
jected into the ventricular system to help fill out
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the intracranial volume and prevent the formation
of dead space between dura and cranium.

Of Ketchum’s series in roughly a third of the
patients no complications occurred, in another
third there were minor complications and in the
remaining third there were major life-threatening
complications requiring intensive care and pro-
longed hospital stays. Most of the major com-
plications occurred in patients who had received
preoperative radiation treatment. This is similar
to our own experience. Remembering that malig-
nant lesions and benign tumors such as naso-
pharyngeal angiofibromas with intracranial exten-
sion were considered by many to be unresectable
and for the most part incurable, this high compli-
cation rate appears justifiable.

Our experience with excision of tumors such
as angiofibromas, esthesioneuroblastoma and car-
cinoma of the maxillary and ethmoid sinuses sup-
ports this concept of combined intracranial-trans-

facial excision.
PAUL J. DONALD, MD
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Immunity in Head and
Neck Malignancy

Prognosis

ALTHOUGH NOTED in epidermoid cancers at other
sites (for example, breast, colon and lung) the
correlation between impaired nonspecific immune
response and survival is nowhere stronger than
in tumors of the upper aerodigestive system. The
ability to show topical sensitization to 2, 4 dini-
trochlorobenzene (DNCB) on secondary challenge
has proved thus far the most popular and reliable
in vivo assessment of the integrity of T-lympho-
cyte (cellular immune) function, thought to bear
the major responsibility for tumor immune re-
sponse. Eilber, Morton and Ketcham, for ex-
ample, investigated 120 patients with a broad
spectrum of head and neck malignancy. Of pa-
tients with localized and operable disease, 64 per-

cent were DNCB reactive; 89 percent of these pa-
tients remained free of disease at six months
irrespective of treatment. On the other hand, 85
percent of patients with locally advanced or dis-
seminated disease were nonreactive to initial sensi-
tization; only one of this group was alive one year
later. Furthermore, posttreatment testing showed
that a continued positive, or conversion from nega-
tive to positive, response was associated with
tumor control in all cases.

Therapy

Unlike assessment of prognosis, immunother-
apy in head and neck epidermoid cancer has not
yet been widely initiated. However, several im-
portant theoretical principles already have emerged
from pilot clinical and laboratory investigations.
First, the maximum response capacity of a
healthy, unaided immune system will destroy be-
tween 100 million and 1 billion cells, a tumor
load only approaching detectability by conven-
tional means. Second, the immune response des-
troys all cells within its capacity, unlike radiation
or chemotherapy—both of which effect only those
cells which are cytokinetically or biochemically
vulnerable. Finally, the immune response is
thought to be ubiquitously effective, so that tar-
geted cells residual at the primary site, in regional
lymphatics or distant in the viscera are equally
subject to destruction. All of these considerations
lead one to conclude that the first application
of immunotherapy to malignancies of the head
and neck will be in conjunction with contem-
porary modalities when tumor load is lowest.

ROBERT C. BONE, MD
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Additional Help for the
Hearing Impaired

ADVANCES IN hearing aid design as well as new
techniques and philosophy in hearing aid fittings
have increased the number of patients who can
benefit from amplification.

A patient with a high frequency loss, even
when the hearing below 2000 Hz is normal or
near normal, may have a great deal of difficulty
in noisy situations and in distinguishing between
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